Hunger to produce and sell dramatic research results is created and fed by the lay media and medical journals' need for news, researcher career pressures and egos, funders' eagerness to prove their value, and a public made hungry for the next big thing. 3, 4 These pressures are subtly enhanced by our widespread focus on the internal validity of studies at the expense of transportability of results to the real world of medical practice and patient care. Research in academic health centers, which often applies an evidence-based medicine paradigm to referral populations, can create cultures 5, 6 and selection biases within studies that doom the fi ndings to limited transportability. 7, 8 We experience a huge breach in the cycle of research into practice because the world of practice is not like the world of most studies. Then primary care clinicians are blamed if they pay more attention to the realities of patients and practice than the idealized breakthroughs of the artifi cial research setting.
The continual challenges of the changing practice environment are disheartening from the perspective of many quality improvement initiatives, which typically take a top-down approach. This perspective, [9] [10] [11] [12] [13] which is increasingly dominant as health care administration becomes more centralized and heavily managed, seeks research that discovers a magic bullet which can then be disseminated with fi delity. The research in this issue (as well as the experience of those on the front lines of health care) 14 suggests that the reality of practice improvement is more complex and that this complexity resists easy change, 15 which can be discouraging. But this complexity also is a source of heartening resilience and capacity for health care that is individualized on the basis of personal and community needs and values 16 rather than being personalized on the basis of genetic testing designed to sell designer drugs. [17] [18] [19] [20] [21] [22] The complexity and local control of health care, to the extent that local control still exists, offer protection from centralized, simplifi ed solutions that have the potential to reduce needed diversity 15 and to cause great harm if the solutions are ineffective, unsustainable, or have adverse unintended consequences.
Let's look at what the articles in this issue have to say about the challenges of creating positive change, and about the importance of locale, resistance, resilience, concepts, methods, art, and hope.
LOCALE
The study by James and colleagues 23 compares in-hospital mortality for patients with myocardial infarction in rural and urban hospitals. Like much of the prior literature, the authors fi nd that mortality rates are higher in rural hospitals. By using a sophisticated riskadjustment procedure, however, they discover that the mortality difference can be accounted for by unmeasured confounding. These fi ndings imply that, rather than providing poor-quality care, rural hospitals may be heroically providing similar-quality care for a more challenging patient population. Perhaps, rather than being the target for quality improvement interventions from the sages in the city, rural hospitals should be the focus of further in-depth study to see how they are accomplishing their work.
In contrast, the study by Gaynes et al fi nds little difference between depressed patients seen in the primary and specialty care settings. 24 This fi nding shows that fi ndings which are counter to current understanding from research in academic centers may emerge when the research is moved to the community setting. This study highlights the opportunity of fi nding common ground for similar needs in the primary and secondary care setting.
A cohort study of opioid-dependent patients evaluates the effi cacy of buprenorphine-nalaxone treatment in the urban, community-based primary care setting. In this study, 25 Himmelstein and colleagues fi nd that more than one half of patients are sober at 6 months and that sobriety is more closely related to personal factors than to setting. These fi ndings show that an intervention developed in the specialty setting can be translated into practice in the primary care community setting if the intervention meets the needs of patients and practices in those settings.
The clinical trial by Wadland and colleagues 26 demonstrates the effect of an ambitious intervention designed to increase referrals from community-based primary care practices to a tobacco quit line. The low cost and modest but signifi cant effect of this intervention shows the parallel between primary care and public health. Both have a less-selected population than the secondary and tertiary care settings. Both often are less expensive. Both have diffi culty documenting dramatic effects of their services, but there is strong evidence that both provide tremendous value by having repeated small impacts on a large population over time. 27, 28 This report also shows the synergy of linking primary care and public health venues and approaches. 29 An essay that offers lessons learned from caring for Hurricane Katrina refugees 30 describes how an integrated health care system with a strong primary care component can meet a wide range of medical needs while keeping emergency services from being overwhelmed. Developing and maintaining capacity in the primary care infrastructure can help systems be prepared when the chips are down.
RESISTANCE AND RESILIENCE
The fi rst of 2 studies by Krist and colleagues 31 takes advantage of the natural experiment of a high-profi le malpractice lawsuit for failure to screen for prostate cancer after an informed discussion. The highly publicized essay by the defendant in this suit detailed the dramatic personal effect of losing the suit, which put evidence-based medicine on trial. 32 Many postulated a chilling effect on the practice of shared decision making with patients, 33 ,34 a key component of the safe, effective, and personalized application of evidence-based medicine. 35 In a sign of the resilience of the doctor-patient interaction, the actual change is modest in this study of physicians close to the malpractice suit; most measures of shared decision making are unchanged.
The other study by Krist and colleagues 36 is a clinical trial of an aid to promote patient involvement in the decision to screen for prostate cancer. This aid resulted in more engaged and informed patients, but shared decision control proved intractable. This result, as well as the limited change in the physicians in the authors' companion study 31 of the effects of a malpractice lawsuit, shows both malleability and resistance to change. When such resistance is present, especially on the part of both patient and physician, it may be worth looking to see whether something worthwhile is going on that should be understood and preserved, rather than continuing to try to promote change to an idealized model. In this case, perhaps both patients and physicians want to share information, but sometimes the patient may want the physician to make an expert decision informed not only by knowledge of the scientifi c evidence but also by knowledge of the patient's wishes. This patient-informed decision making is different from patient decision making and from a paternalistic physician approach. 37 
METHODS, ART, AND HOPE
The methodology study by Fiscella and colleagues 38 shows that standardized patients provide information on community practice which is complementary to information obtained from patient report. This study supports greater use of the standardized patient method to answer questions about the many unknown aspects of the clinician-patient relationship.
The essay by Werner 39 explores the often unrecognized and unintended consequences of performance measurement. The article provides a cautionary note for the current headlong, ideologically-driven, and underinformed rush to incentivize the quality that can be measured, without fully considering the unintended consequences. The essay suggests that quality, particularly the unique value of primary care, may be compromised by efforts to improve the parts without adequate consideration of the effect on the whole. 14, 40 The issue closes with a joyful invitation to listen to jazz and read an essay that depicts how jazz is a melodious metaphor for the art of medicine. 41 This art, which still eludes the measurement and attempts to control that characterize the dominant approach to science, is a source of motivation, joy, and high-quality care that bring together the improvising ensemble and the fi nelytuned health care team. This article, as well as accompanying jazz pieces that you can download from linked commercial sources, is featured in this issue's Annals Journal Club. 42 Annals Journal Club also includes a wonderful essay by Howard Brody from the last issue of Annals. 43 Together, these essays show how efforts to change practice should be preceded by efforts to understand practice, 44 and how there is beauty as well as quality in much of what still eludes quantitative measurement.
We encourage readers to share experiences and ideas by joining the Annals online discussion at http:// www.AnnFamMed.org.
